                 Date: _______________

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I hereby grant my permission for release of medical information relating to my care from and to the following parties:

From






To

Mahendra Gunapooti, MD


__________________________

247 Dunn Road




__________________________

St. Louis, MO 63031



__________________________

Phone: 314-830-2600



Phone: ____________________

Fax: 314-830-2648




Fax: ______________________

The purpose of this authorization for release of medical information is to provide continuity of my health care, for processing insurance claims or to meet another specific desire of mine.  The information may include treatment or rehabilitation for drug and/ or alcohol, psychiatric, psychological, AIDS and/ or HIV testing or genetic testing information, if they do occur.

Name of the patient: _________________________________________

IF any name change: __________________________________________

Address given address at time of treatment: __________________________________________

 _______________________________________________________________________________

Date of Birth: ___________________________
SS#_______________
I specify that this authorization for release of medical record information include the following: 

Consultation Reports, History & physical and discharge summary ______

Radiological Reports including x-rays, MRI and CAT scan reports ______

Laboratory Reports & Pathology reports________

Operative Reports, & Progress Notes _________

Entire Record_________

This authorization is specifically pertains to information to my treatment on these dates: From __________ to __________________.

I understand the following:

· Authorization may be withdrawn in writing at any time

· Recipients of my information are forbidden from re-disclosure without my specific authorization

· A facsimile may be utilized with the same effectiveness as the original

Signature of the person authorizing the release: __________________________Date: ________

Witness signature: ___________________________________________________Date: _________

If the above signature is not that of the patient, explanation will be provided below and the documentary evidence of guardianship may be required to accompany this authorization.

Date: _______________

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I hereby grant my permission for release of medical information relating to my care from and to the following parties:

From






To


__________________________


Mahendra Gunapooti, MD
__________________________


247 Dunn Road

__________________________


St. Louis, MO 63136

Phone: ____________________


Phone: 314-830-2600
Fax: ______________________


Fax: 314-830-2648

The purpose of this authorization for release of medical information is to provide continuity of my health care, for processing insurance claims or to meet another specific desire of mine.  The information may include treatment or rehabilitation for drug and/ or alcohol, psychiatric, psychological, AIDS and/ or HIV testing or genetic testing information, if they do occur.

Name of the patient: _________________________________________

IF any name change: __________________________________________

Address given address at time of treatment: __________________________________________

 _______________________________________________________________________________

Date of Birth: ___________________________
SS#_______________
I specify that this authorization for release of medical record information include the following: 

Consultation Reports, History & physical and discharge summary ______

Radiological Reports including x-rays, MRI and CAT scan reports ______

Laboratory Reports & Pathology reports________

Operative Reports, & Progress Notes _________

Entire Record_________

This authorization is specifically pertains to information to my treatment on these dates:   From __________  to __________________.

I understand the following:

· Authorization may be withdrawn in writing at any time

· Recipients of my information are forbidden from re-disclosure without my specific authorization

· A facsimile may be utilized with the same effectiveness as the original

Signature of the person authorizing the release: __________________________Date: ________

Witness signature: ___________________________________________________Date: _________

If the above signature is not that of the patient, explanation will be provided below and the documentary evidence of guardianship may be required to accompany this authorization.

